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ABSTRACT
Teaching conversational strategies has been effective for a wide array of clients with acquired
neurologic disorders and their caregivers. Research indicates positive results for Supported Conversation in adults with Aphasia (SCA) secondary to stroke. Applying this method to work with
caregivers of persons with memory impairment could prove to be a valid intervention tool. This
investigation will examine the applicability of SCA with persons with memory impairment and
their familial caregivers. This pilot study is intended to create a conversation regarding SCA and
its implementation with persons with memory impairment who still live in the community with
their caregivers. Analysis between the pre-training and post-training scores showed a trend towards significance for Time (F(1, 9) = 0.064), no significance for Measure (F(3, 9) = 0.558), and
no significance for the interaction of Time*Measure (F(3, 9) = 0.276). The effect size for Time
was 0.732, for Measure was 0.494 and for Time*Measure was 0.956.

Keywords: supported communication in aphasia, aphasia, SCA, memory impairment, caregiver
education, communication strategies
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INTRODUCTION
Communication is the foundation of relationships; without it, we could not convey messages, feelings, beliefs, or opinions. Therefore, because communication is so vital to who and
what we are, we cannot discount those who have lost this ability due to illness and the familial
caregivers who devote themselves to their recovery. There is a growing need for new communication options for familial caregivers for persons with memory impairment (Savundranayagam,
2012). There has been increasing research in communicative intervention tools for persons with
memory impairment; particularly, in probable Alzheimer’s disease with the development of the
AD Communication Knowledge Test (Williams, 2011). Additionally, Supported Conversation
for Adults with Aphasia (SCA) has shown promise, however research investigating the effects of
SCA with persons with memory impairment and their caregivers has not yet been pursued. This
pilot study seeks to apply this method to work with caregivers of persons with memory impairment to prove whether or not SCA would be a valid interactional communication intervention
tool.
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CHAPTER I: LITERATURE REVIEW
Dementia is an umbrella term for numerous chronic disorders in cognitive abilities and
declines in memory loss caused by either disease or injury to the brain. There are various different secondary etiologies for dementia and, although some causes may be reversible, it is generally regarded as a terminal illness. Currently ranked as the sixth leading cause of death in America,
dementia, more specifically Alzheimer’s disease, can range in severity from mild to severe (National Institute on Aging, 2015). In 2007, nearly ten million Americans were caring for someone
with dementia, of which the largest proportion were spouses (Brodaty, & Donkin, 2009).

Dementia and Memory
Memory loss that disrupts daily life is the most recognizable early sign of dementia. It is
notable that, although memory changes are part of the normal aging process, the type of memory
loss associated with dementia is not normal. As the disease progresses, all aspects of memory,
including episodic, working, and semantic, becomes impaired. These subcomponents of memory
become affected at different stages of the illness (Greene, Hodges, & Baddeley, 1995). Working
memory is assumed to be the earliest affected by memory loss in many persons with memory
impairment. This may be due to the underlying connections between reasoning and comprehension. According to Morris & Baddeley (1988), mechanisms responsible for primary memory
create the nucleus of human information processing.
Within the working memory model of Baddeley & Hitch (1974), three
components are proposed each with their own specific purpose: the visuo-spatial scratch pad, the
articulatory loop, and the central executive. The episodic buffer was later added to account for a
1

wider range of data (Baddeley, Allen, & Hitch, 2011). The central executive acts as a system for
controlling attention to make sure that working memory resources are used effectively and appropriately. The episodic buffer relies on the central executive and serves as a multidimensional
storage space that acts as a binding system (Baddeley, Allen, & Hitch, 2011). Following this,
there are two short-term storage systems that feed information to the episodic buffer.
The articulatory loop acts to hold speech-based information whereas the visuo-spatial
scratchpad holds spatial and visual information. Both of these storage systems are known as
slave subsystems due to their passive functions. An updated version of this model offers some
insight into why persons with dementia frequently exhibit a deficit in working memory. Damage
to the central executive component was shown to result in learning and scheduling impairments
particularly in complex or demanding tasks (Baddeley, Logie, Bressi, Sala, & Spinnler, 1986).

Current Communication Methods in Dementia
The majority of persons with dementia live with a family member in the community
(Small & Perry, 2012). This means that a couple’s communication style which has been fostered
over many years of interaction prior to the onset of dementia will need to be adjusted to accommodate the changes. According to a review by Eggenberger, Heimerl, & Bennett (2013),
healthcare professionals and family caregivers typically receive very little to no training and
support to meet the specific communicative needs of persons with memory impairment. In fact,
for years, family caregivers were seen as the “invisible second patient” while most methods of
intervention centered solely on the client (Brodaty, & Donkin, 2009). Only in recent years has
the importance of incorporating family caregivers in
2

interventions grown in the literature to show marked improvement in communication with people with dementia (Haberstroh, Neumeyer, Krause, Franzmann, & Pantel, 2011). However, for
these interventions to remain effective, it is pertinent to schedule regular follow-up sessions
(Magai, Cohen, & Gomberg, 2002; Purdy, & Hindenlang, 2005; Jensen, Løvholt, Sørensen,
Blüdnikow, Iversen, Hougaard, & Forchhammer, 2015).
Communication breakdown is listed regularly as one of the top stressors contributing to
family caregiver burden (Ripich et al., 1995; Rautakoski, 2011). Caregivers often find themselves unprepared for the declines in communication and its accompaniments (Williams, 2011;
Small et. al, 2003). Generally there are fewer breakdowns in communication when caregivers
employ communication strategies versus when they do not (Small, et al., 2003). Following this
point, knowledgeability about changes in communication in regards to dementia must be determined and used to create specific interventions to target knowledge deficits (Williams, 2011).
Ripich, Ziol, Fritsch, & Durand (2000) attempted to accomplish this through a knowledge
strategy system known as the FOCUSED program with positive results. The FOCUSED program
is a communication training system with an emphasis on correcting misconceptions about Alzheimer’s Disease, providing information about proper communication, and offering techniques to
enhance communication potential for persons with dementia and their family members. However, there is still a strong need for an intervention tool that has an organized, communicationcentered framework (Eggenberger, Heimerl, & Bennett, 2013).
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LPAA and SCA
The Life Participation Approach to Aphasia (LPAA) is a client-driven
approach geared towards refocusing clinical knowledge to re-engage the person with aphasia
(PWA) with their lives through continuing interventions (American Speech-Language-Hearing
Association, 2015; Chapey et al., 2001). LPAA focuses on interaction and transaction in communication and the real-life goals of persons with aphasia (Purdy, & Hindenlang, 2005). Within
this approach, Supported Conversation in adults with Aphasia (SCA) is a competence-based intervention tool developed by Kagan et al. (2001), which seeks to facilitate shared conversation in
aphasics and their partners through teaching conversational skills to show the inherent competence of the PWA. This is the main difference between the FOCUSED program and SCA because SCA focuses on unveiling and acknowledging the hidden competence of the client.
Interaction and transactional speech are the two components that make up social relationships; SCA focuses on these components and enables the client to express wants, needs, and feelings (Kagan et al., 2001). This is accomplished in SCA by emphasizing social interaction as a
collaborative/shared activity between the PWA and their conversation partner. The approach
was implemented in a study by Jensen et. al (2015) between nursing assistants and PWAs and
again by Sorin-Peters, & Patterson (2014) with spouses of PWAs. Both studies had positive findings on increasing knowledgeability of communication strategies and improved communication.

4

Bridging the gap Between Aphasia and Dementia
Aphasia is a loss of language secondary to brain damage. That damage can be secondary
to a cerebrovascular accident (CVA), such as a stroke, or secondary to loss of neural tissue, as is
the case with dementia. According to Cahana-Amitay and Albert (2015), there is an interconnectedness of language and cognition due to “multiple functionally overlapping neural networks.” PWA can have memory issues and persons with dementia will have language loss. With
both disorders, there is a degradation of conversation. Conversational treatment for PWA and
clients with dementia share the common purpose of providing the opportunity for social interaction, the opportunity to practice communication strategies, and the opportunity to demonstrate
preserved cognitive and linguistic abilities (Hinckley, Bourgeois, & Hickey, (2011). Conversational approaches like Conversational Partner Training (CPT) have shown improved communication and participation in PWA. Supported Conversation in adults with Aphasia, a type of CPT,
has also shown promising results, but has yet to be explored as a possible treatment for persons
with memory impairment.

5

CHAPTER II: METHODOLOGY

Purpose
This study serves to explore the benefits and effectiveness of Supported Conversation for
Adults with Aphasia (SCA) as a communication intervention tool between caregivers and persons with memory impairment. Spouses were chosen as the focus of the study because they constitute a large number of caregivers for persons with memory impairment. Intrinsically, they play
the primary role in day-to-day activities. The goal of this research is to examine the possible outcomes in caregiver communication after participating in the training program.

Research Design
A descriptive case series research design was utilized. The proposed research design was
a pilot study to explore changes in interactional communication between caregivers and persons
with memory impairment. According to Leon, Davis, & Kraemer (2011), the purpose of pilot
studies is to examine the feasibility of an approach for future exploration. This study focused entirely on group training sessions. Therefore, the framework for this study followed closely along
with that of Sorin-Peters & Patterson (2014). The study was conducted through the University of
Central Florida Communication Disorders Clinic. The subject pool came from Brain Fitness, a
site affiliated with the UCF Communication Disorders Clinic.

6

Participant Selection
The subject pool was collected based on IRB specifications that included persons in the
early stages of memory impairment capable of activities of daily living (ADLs). This restriction
was met based upon intake forms from Brain Fitness. The subject pool consisted of four dyads,
each including a spousal caregiver and their partner with memory impairment. The early stages
of memory impairment were defined using the cognitive assessment known as the Montreal
Cognitive Assessment (MoCA). The MoCA consists of a ten-minute, one-page, 30-point test involving memory, recall tasks, and executive functioning assessments (Nasreddine, Phillips, Bédirian, Charbonneau, Whitehead, Collin, & Chertkow, 2005). A MoCA score between 18 and 26
is the defined range for persons with mild dementia with an average of 16.2 (Nasreddine, 2015).
These were the parameters for participant selection. The director of Brain Fitness conducted the
MOCA no more than twelve months prior to the study and these scores were not disclosed to the
researchers.

Data Collection Measures
The pre-training assessment and post-training assessment conversations were measured
using the Measure of Participation in Conversation (MPC) and the Measure of Skill in Supported
Conversation (MSC) (Kagan et. al, 2004). The MSC was originally created to assess the conversational skills of the volunteer/caregiver in the following areas: (1) the ability of the caregiver to
acknowledge competence in the person with aphasia using natural conversation, (2) the ability of
the caregiver to ensure that the person with aphasia understands the conversation, (3) the ability
of the caregiver to allow the person with aphasia to respond or express opinions, and (4) the abil7

ity of the caregiver to verify the contents of the conversation with the person with aphasia. In addition to the MSC, the MPC was created to assess the person with aphasia in the following areas:
(1) the level of conversational involvement the person with aphasia exhibits, and (2) the level of
transaction the person with aphasia provides within the conversation. Both measures were
deemed appropriate for use with caregivers and persons with memory impairment. There were
no substantial changes to either measure, aside from a change in naming. These measures are
complementary and have proven to be effective in gauging the conversational interaction and
transaction of information with volunteers and PWAs in other studies similar in nature (SorinPeters & Patterson, 2014). In addition to the MPC and MSC measures, the shortened version of
the Zarit Burden Interview (ZBI) (Bédard, Molloy, Squire, Dubois, Lever, & O'Donnell, 2001)
was used to gauge perceived caregiver burden at the onset and conclusion of the training program.

Scoring
The MSC provided an index of the conversation partner’s ability to reveal and
acknowledge the competence of a person with aphasia through conversation whereas the MPC
provided an index of the level of conversational participation by the person with aphasia (Kagan
et. al, 2004). In these measures, categories are scored on a 9-point Likert scale presented as a
range of 0–4 with 0.5 levels representing performance level (Kagan, Winckel, Black, Duchan,
Simmons-Mackie, & Square, 2004). The scores range from 0, meaning very poor performance,
to 4, meaning outstanding performance (See Appendix C). Rating anchors are included and were
utilized to create a common standard. A score of 2, or adequate, for both the caregiver and per8

son with memory impairment indicated that some transaction occurred within the conversation
without the need for an SLP trainer to supervise either party. All sessions were videotaped and
audiotaped for independent inter-rater reliability. The Zarit Burden Interview was scored similarly utilizing a 4-point Likert scale to indicate levels of agreement (See Appendix D). Scores are
added to form a final number that can range between 0 and 48 with a higher number suggesting
higher perceived stress levels in caregivers.

Procedure
Prior to the onset of the study, IRB approval was obtained (See Appendix A). Two informed consent forms were utilized for this study: one for the person with memory impairment
and one for the caregiver. The consent form provided to the person with memory impairment
contained pictures to assist in comprehension as per IRB procedure and differed from the form
given to the caregiver. These forms were distributed to all interested parties that fit the criteria as
judged by the director of Brain Fitness. The undergraduate researcher and the licensed SLP were
available during the process to present a short informational PowerPoint explaining the program
as well as to answer questions. Upon approval, the caregiver began a comprehensive training
program utilizing the training technique, Supported Conversation for Adults with Aphasia, as
well as elements of adult learning.
The training program took place once a week for six weeks in hour-long increments. The
entire program consisted of a recorded initial assessment session during week one, transitioned
into the main training program during weeks two through five, and concluded with a recorded
post-assessment session in week six. The training program involved didactic and experiential
9

training methods. The licensed speech language pathologist in SCA conducted all didactic sessions and lead experiential sessions along with the undergraduate researcher.

Pre-training assessment
Two separate IRB consent forms were provided in accordance with IRB procedure to account for the caregiver and the person with memory impairment. Despite the focus of the study
being caregiver communication strategies, the persons with memory impairment were used in
pre and post-assessment to evaluate changes in communication. Upon completion of the required
IRB consent, the first assessment session consisted of each dyad being recorded for baseline data. To achieve this, a ten to fifteen minute transactional and interactional conversation was conducted. A semi-structured interview was utilized to elicit a consistent amount of information
from each dyad. Three topics were chosen and placed on a table before each dyad. These topics
were chosen to provide a consistent amount of intentional conversation for each dyad for
MPC/MSC scoring. The caregiver and the partner with memory impairment were given freedom
to choose whether to speak about one or all three topics listed.
Interactional communication sample: The focus of this sample was emotional and social
connection. Each dyad was given the following scenario and asked to convey that scenario to one
another. The prompt for the scenario was: “Describe the first time you met.”
Immediately following this, the transactional communication sample was provided to observe the ability to exchange information and opinions. The topics were: “Do you remember
your first home together?” and “Do you have any vacation plans coming up?” The communication behaviors of the caregiver and the person with memory impairment was videotaped and au10

diotaped by the undergraduate student trained in SCA. Both samples were assessed using the
Measure of Participation in Conversation (MPC) and the Measure of Skill in Supported Conversation (MSC) (Kagan et. al, 2004) as outlined above.
During these videotaped interviews, each dyad was placed in a room with the licensed
speech pathologist and the undergraduate researcher. A video camera was placed in clear view of
all participants and was not turned on until the dyad indicated a full understanding of the purpose
of the study and had given consent to be filmed. The undergraduate researcher controlled the
camera and monitored the session to ensure the person with memory impairment did not indicate
distress.
Didactic training.
Materials used in this study were taken from the learning modules provided in Supported
Conversation in Adults with Aphasia. Open discussions amongst the group regarding prior
knowledge about communication strategies and competence-based strategies were encouraged to
establish what was common knowledge and what needed to be explained by the trainers in SCA.
This created a basis on which to modify the learning modules to better suit the population. Training sessions were broken up into two components similarly to the original materials used in
SCA: (1) acknowledging competence and (2) revealing competence. Revealing competence was
further broken down into three sub-components: Getting the message in, getting the message out,
and verifying the message. The undergraduate trained in SCA and the certified, licensed speech
language pathologist provided information about Supported Conversation in Adults with Aphasia
as a communication technique and explained the similarities in treatment between aphasia and
dementia to provide a rationale for the purpose of the study.
11

The first training session began with the distribution of the Zarit Burden Interview (ZBI).
The ZBI was not provided during the baseline data collection to protect the integrity of the caregiver’s responses given that both the caregiver and the person with memory impairment were
present during this time. Upon collection of the ZBIs, the first training session formally began.
The training session addressed the goal of the program: To examine SCA as a valid training
technique in interactional communication for caregivers of individuals with memory impairment.
During this session, the first learning module was introduced. This module focused on the first
component of SCA: acknowledging competence in the person with memory impairment. Taken
heavily from the original materials provided for use in training SCA, several changes were made
to account for the target demographic.
All videos were removed due to specificity to PWAs; introductory examples pertaining to
persons with aphasia were also adjusted (See Appendix E). Roleplaying was also removed due to
time restraints. The addition of a brief summarization of common symptoms of persons with
probable dementia was deemed necessary to provide perspective for the caregivers. Information
to combat common grievances in persons with memory impairment was appended. Some of
these issues included avoiding quizzing the person with memory impairment and appropriate
ways in which to assume the lead in a conversation. Another example of this was framing the
conversation through techniques to express the person with memory impairment’s inherent competence. After this initial training session, each subsequent session was lead with a review of the
module from the week prior to reinforce key concepts.
Module two was presented during the second week of the training program and introduced the second component of SCA: revealing the inherent competence of persons with
12

memory impairment. This session focused on creating opportunities to get the message across to
the person with memory impairment. Changes made to the material included the inclusion of
concerns shared by the group during the first training session. Possible solutions to these issues
were expanded upon during the session. In addition to the methods provided in the SCA materials, information about sharing the floor, eliminating distractions, and framing conversations to
highlight competence were added.
During week three of the training program, another sub-component was introduced in
module three: getting the message out with persons with memory impairment. Adjustments made
to the original material in this section included providing a context and focusing on the present
when communicating with a person of memory impairment. Using a hierarchy of questions was
added and expanded to provide a loose guideline in interactions with persons with memory impairment. The caregivers were taught to use open-ended questions first, followed by multiplechoice questions, and finally, asking simple ‘yes or no’ questions based upon how well their
partners with memory impairment responded.
In the final week of the training program, the caregivers were presented with the last SCA
sub-component in revealing competence: getting verification from persons with memory impairment. No adjustments to the material were necessary for this learning module. Emphasis was
placed on three main ideas in this module: reflecting, expanding, and summarizing. The caregivers were taught to repeat the message to their partner, explain what the perceived idea of the
message was, and then summarize the conversation with their partners with memory impairment
to ensure that they were undersood. The Zarit Burden Interview was distributed and collected for
a second time towards the conclusion of the session for post-assessment.
13

Experiential training.
Concurrently, during the training program, the caregivers were asked to actively engage
in using SCA with their spouses at home as “homework”. The caregivers were asked to relay
feedback at the beginning of each session to provide a meaningful discussion regarding what was
and was not successful. The certified, licensed speech language pathologist addressed concerns
and aided in identifying behaviors that either facilitated or hindered effective communication. In
later sessions, the group was directed to self-reflect on these behaviors. Questions were encouraged during this time.
Post-training assessment.
Upon completion of the program, a second assessment session was conducted for week
six. The same set of transactional and interactional conversation questions were videotaped and
audiotaped for post-assessment using the quantitative measurements of the MSC and MPC.

Data Collection Procedures
Reliability Measures
Nine graduate students trained in Supported Conversation for Adults with Aphasia were
recruited to review and score the recorded interviews using the MSC and MPC measures for data
analysis. The MSC and MPC measures were utilized for each of the eight total videos. The students were not made aware of which videos were taken before the training and which were taken
after and order in which they were viewed was randomized. The graduate students, licensed
speech language pathologist, and the undergraduate researcher rated all conversation videos sim-
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ultaneously to account for inter-rater reliability. The undergraduate researcher re-evaluated all
samples to assess intra-rater reliability.
Statistical Analysis
In light of the small sample size in this pilot study, a repeated measures MANOVA was
deemed most appropriate in data analysis for each of the scores on the MSC and MPC. The criterion for statistical significance was set at the 0.05 alpha level. The MANOVA accounted for
changes between pre-traing and post-training conversation samples of the four dyads. Descriptive statistics were implemented in describing these changes and all Zarit Burden Interview variables. All statistical analysis was done in SPSS.
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CHAPTER III: RESULTS
Reliability Measures
Inter-rater reliability for the MSC and MPC scoring was calculated. The intraclass correlation was r = 0.577 which, according to Cicchetti (1994), is a fair amount of inter-rater reliability.
Multivariate Analysis of Variance
A repeated measures MANOVA was employed to determine if there were significant differences between pre-test and post-test scores (Time), between the measures regardless of time
(Measure), and to determine if there were significant differences between specific measures from
pre-test to post-test (Time*Measure). Analysis between the pre-training and post-training scores
showed a trend towards significance for Time (F(1, 9) = 0.064), no significance for Measure
(F(3, 9) = 0.558), and no significance for the interaction of Time*Measure (F(3, 9) = 0.276).
Figure 1illustrates the upward trend of scores from pre-test to post-test.
Effect Size
Effect size was calculated using partial eta squared. As indicated in Figure 2, the effect
size for Time was 0.732, for Measure was 0.494 and for Time*Measure was 0.956. The partial
eta squared of 0.732 indicated a large effect size. This also leads us to believe that while Time
does not reach significance this is still an important result and would likely reach significance if
we increased the power of our study by adding more participants.

16

Changes in Interactional Communication: MSC and MPC
Table 1 expresses the standard deviations and means of the caregivers’ aggregate MSC
scores alongside the aggregate MPC scores for persons with memory impairment prior to the
program and upon its conclusion. In comparison to baseline scores, there was a marked improvement in interview scores upon the conclusion of the study for both acknowledging and revealing competence. Furthermore, seventy-five percent of the caregivers in this study showed
improvement in more than one rated category encompassed in these measures. The remaining
outlying caregiver remained constant, receiving consistent scores of 3-4 during both assessment
periods. All caregivers of persons with memory impairment experienced higher ratings posttraining as indicated in Table 1.

Table 1: Baseline and post-training mean scores and standard deviations for caregivers and persons with
memory impairment

MSC Acknowledging Competence

Baseline
2.5 ± .7

Post-training
3.1± .4

MSC Revealing Competence
MPC Interaction
MPC Transaction

2.3 ± .7
2.2 ± 1
2.3 ± 1

3.2 ± .6
2.8 ± .8
3.0 ± .7

a
b
c
d

MSC = Measure of Supported Conversation for Adults with Aphasia
MPC = Measure of Participation in Conversation for Adults with Aphasia
The numbers refer to mean ± standard deviation.
The differences in baseline and post-training interview scores was not statistically significant (MANOVA; p < .064)
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Figure 1: Estimated Marginal Means Plot
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Figure 2: Tests of Within-Subjects Effects
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Zarit Burden Interview
The shortened ZBI distributed to the caregivers in the initial and final stages of the program revealed a great deal of variance in perceptual burdens. Figure 1 represents the total scores
for caregivers during pre-training and post-training. Upon on-set of the program, the caregivers’
responses to the twelve-item questionnaire placed all participants in the category for severe caregiver burden. At the conclusion of the program, the ZBI was re-administered providing insight
into the variance specified above. In comparison between the two time intervals, two caregivers
remained unchanged and within the severe category of caregiver stress with scores of 23 and 26
respectively, the third caregiver marked a noticeable four-point decrease from 25, and the final
participant had the greatest change at a sixteen-point decrease resulting in a final, low burden
score of 9.

Table 2: Total Zarit Burden Interview Scores: Baseline and Post-training

Caregiver 1
Caregiver 2
Caregiver 3
Caregiver 4

Baseline
23
26
25
25

a

Post-training
23
26
21
9

The 12-item ZBI questions are added to form a final number that can range between 0 and 48; a higher number
suggests higher perceived stress levels in caregivers.
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CHAPTER IV: DISCUSSION
This pilot study is the first attempt at adapting Supported Conversation for Adults with
Aphasia to caregivers of individuals with memory impairment. The aim of this study was to examine SCA as a valid training technique in interactional communication for caregivers of individuals with memory impairment. The program relied entirely upon learning modules to guide
the direction of the study. In order to provide effective strategies to the caregivers, some issues
expressed were utilized in later learning modules as weeks progressed. Some of these issues included: “I worry that my partner cannot have new thoughts,” and “I want people to speak to my
partner instead of deflecting to me.”
During the videotaped pre-training session, the spouses all similarly carried the majority
of the conversation with little input from their partners with memory impairment. Due to this imbalance in the conversation, both the caregiver and the person with memory impairment implemented unproductive coping measures. The majority of caregivers resorted to counter-measures
such as making light of the situation through joking, speaking at an elevated volume to their
partners or ‘quizzing’ their partners to elicit a response. As a consequence, on several occasions
it was observed that the persons with memory impairment would become frustrated and respond
by hastily answering questions with “I don’t know.” This is indicated in the pre-assessment
scores, wherein, three out of the four dyads rated consistently in the 1-2 range on both the MSC
and MPC.
The last remaining dyad scored in the 3-4 range during pre-training assessment due to the
caregiver’s high involvement and active use of strategies from prior knowledge. This caregiver
provided numerous opportunities for the partner with memory impairment to feel included in the
21

conversation and created a positive environment by providing time for the partner to respond before aiding them in providing a response.
Delivery of SCA Intervention
The first week of the program was centered on teaching the caregiver how to
acknowledge the competence of the person with memory impairment. The caregivers for individuals with memory impairment differed from those of PWAs in respect to the absence of stigma around the perceived competence level of their partners. All caregivers were expressly aware
of their partners’ competence. Initially how one speaks to difference people was explored; for
example someone in a position of authority vs. grandchildren. An exercise on speaking to people
at different levels in life put into perspective the way the caregivers spoke to their spouses. Quizzing was an issue presented during pre-training and proved to be an important aspect of week
one’s module. Caregivers admitted to partaking in this coping mechanism and showed a great
deal of interest in learning to frame the conversation through initiating and leading conversations. The caregivers provided feedback on possible ways to do this such as: asking for permission, giving choices, preparing ahead of time for events and acknowledging their spouse by inclusion.
Learning module two began the ‘Revealing Competence’ component of SCA and focused
on getting the message across to the person with memory impairment. Using simple sentences,
eliminating distractions, writing key words in bold print, and allowing time for their partners
with memory impairment to process the message were among the most notable aspects in this
module. Reinforcing the model of framing the conversation created a dialogue about how to cope
in different settings and how to effectively communicate without embarrassing the person with
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memory impairment. Caregivers were asked to allow twenty seconds of silence for the person
with memory impairment to process the message and respond.
Module three consisted of the second topic in revealing competence: Getting a response
from the individual with memory impairment. In direct response to the issues raised by the caregivers during pre-training regarding how to effectively give their partners choices, module three
focused on asking questions based on gestures and facial expressions. The caregivers were taught
to ask open-ended questions first. If no response was given or the person with memory impairment showed distress, the caregiver would move on to asking multiple choice style questions. In
the event that there was still no response, the caregivers could ask “yes or no” questions. Talking
about the “present” was also emphasized. Lastly, providing contextual clues for the person with
memory impairment to follow and providing a pen and paper to write key words in bold to help
facilitate conversation. These concepts were additive to the SCA training, but were identified as
meaningful to the demographic.
In the final week of the program, the third aspect of revealing competence was introduced: verifying the message and checking understanding. Module four provided a basic guide to
ensuring the caregiver understood the message as the person with memory impairment intended
through the following: repeating the message, expanding on what the perceived message was,
and summarizing the conversation. Referring back to keywords was also deemed appropriate for
the demographic.
During the post-assessment session, the caregivers exhibited greater control in each of the
three topics provided to them. The caregivers were not given any instruction on how to interact
with their partners with memory impairment. One dyad showed the caregiver providing a wide
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variety of questions and utilizing the pen and paper provided to write down key topics during the
video recording. The caregiver then went back and summarized the conversation to the partner
with memory impairment using the key topics as a guide.
The impact of the program on caregivers’ perceptions and expectations of their partners
with memory impairment proved to be the greatest change during this study as is supported in
Table 1’s findings. Caregivers benefited from the weekly discussions and spoke freely about any
and all issues that presented themselves during the week. The caregivers were not well acquainted prior to the study and one of the primary issues discussed was the loss of friendships due to
their partners’ diagnoses. The support group that resulted from this study proved invaluable to
the caregivers since they no longer felt alone. This shared understanding of being a caregiver
provided a foundation for the caregivers to openly communicate their frustrations and fears in a
comfortable environment. During the
second week of training, a notable question was asked regarding whether the caregiver’s partner
with memory impairment was processing the conversation or having trouble creating new
thoughts and ideas. This sparked a discussion that revealed deeper fears in the group and served
as a way in which to break down barriers and reservations about persons with memory impairment. By the end of the program, all caregivers had positive comments about the study and were
enthusiastic about the possibility of participating in future studies of this nature.
Limitations of the Study
The limitations placed on this study were significant. There was a limited sample size.
From an original six interested dyads, two asked to be released from the study during the first
few weeks resulting in the final four dyads. Each week of this study built upon prior knowledge
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of the preceding week. Because of the structure of the program, we could not allow individuals
to continue if they missed more than one week of the training. Additionally, the amount of time
allotted each week was proven insufficient for maximum benefit due to the interest of these participants. More discussion time could have been allotted. All four caregivers had partners with
different etiologies in memory impairment; due to this, it was imperative that prior knowledge be
established in order to create a program that addressed the majority issues presented each week
in a coherent manner.
The value of roleplaying was minimal during this study due to time constraints. Considering the wide array of diagnoses, roleplaying proved to be increasingly difficult. It was the decision of the licensed speech pathologist and the undergraduate researcher to forego the roleplaying aspects of SCA because it did not contribute to the issues presented by the population.
Scorer training in SCA could have had a greater impact on the study as reflected in the
inter-rater reliability score of r = 0.577. The graduate students trained in SCA were not given a
refresher course prior to scoring the videos. Due to the obligations of the scorers, two of the
graduate students scored the videos on two separate occasions. A brief informational session using a presentation and providing a role-play experience based on persons with probable dementia
could have proven beneficial for the scorers by familiarizing them with the symptoms and signs
of the persons with memory impairment.
Future Research
In future practice, further adjustments must be made to the structure of the program to
address the concerns of the population. An example offered by one of the participants was to focus more on a way to effectively communicate with a partner in high-noise spaces such as restau25

rants without diminishing the confidence of the person with memory impairment. Addressing
extended pauses in conversation is another issue that was frequently raised during the discussion
periods of each session. The group also cited dealing with the gradual loss of friendships due to
the progression of memory impairment and how one should cope with that. Caregivers expressed
the need to constantly be prepared for all situations with their partner and struggled with creating
a proper environment for them.
All of the dyads had grandchildren and a common scenario given was during the holidays
when the children would actively avoid the partner with memory impairment because they did
not understand the situation. Caregiver burden was the biggest concern; all caregivers expressed
a desire to communicate more effectively with their partner and include them in more activities,
however, the methods for achieving this goal were scattered as noted in the Zarit Burden Interview pre-training scores. The want and need to provide the partners with memory impairment
with an answer was, perhaps, the most telling aspect of this study. At the onset of this study, a
caregiver gave this response when asked what he hoped to gain during the program, “We’ve
been married a long time. She asks me questions and I believe she deserves a dignified response.” All of these issues must take precedence in future studies.
In addition to these adjustments, a greater time allotment should be considered. In view
of the emphasis on caregiver burden and effective communication strategy, the establishment of
prior knowledge and weekly discussions proved invaluable to the outcome of this pilot study.
Implementation of a feedback system could prove beneficial for successfully quantitatively assessing components of each module from week to week.
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CHAPTER V: CONCLUSION
In review, this study represents the first attempt to adapt Supported Conversation for Adults
in caregivers for adults with memory impairment. Furthermore, this investigation provides the
groundwork for future studies and provides a platform for discussion in regards to bringing about
positive change to interactional communication strategies utilized in individuals with memory
impairment. The results suggest an upward trend towards significance in communication
between a person with memory impairment and their caregiver after the training program. This
study serves as a basis for future exploration in Supported Conversation for Adults with Aphasia
with caregivers of persons with memory impairment, a topic that is lacking in evidence-based
interactional communication interventions.
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